Our statistical knowledge of the implications of ageing may be summed up by the statement that it is possible to assess the chances of living to be old, but not whether it is worth doing so. National life tables show the average number of years which can be expected by an individual of any age, but there are few data giving the incidence of disabilities according to age, and none which enable us to construct a balance sheet of pleasures and pains in old age. Whether "chloroform at sixty", which Osler recommended on public grounds, would also be advisable for private reasons, is still, so far as statistics are concerned, an open question.
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In a previous communication (Brown, McKeown, and Whitfield, 1958) , the incidence of disease and disability and of fitness for employment was examined in a group of representative men aged 60-69. It was thought worthwhile to extend the inquiry to men over 70, but because the focus of interest is not the same at the later ages we have treated the material somewhat differently. This first report is concerned with the significance of ageing from the point of view of the individual, as reflected in the frequency of disease and disability, and in the relative importance attached to specific pleasures and complaints. A later report will consider the significance of ageing from the point of view of the community, as shown by the increasing demand for medical and social services, and by declining ability to contribute through gainful employment.
The discussion which follows is arranged in three parts. The first part gives the incidence of specific diseases according to age and social class. The second part examines the increase with age in the frequency of disability, and the extent to which class differences are attributable to specific diseases. In the last part an attempt is made to assess the relative importance of the various things which give pleasure or cause discomfort to old people. It is of course a subjective assessment, but it could scarcely be anything else.
METHODS
The method of obtaining the data was an extension of that used in the earlier inquiry. The eleven Birmingham general practitioners who had previously 51 examined men on their lists aged 60-69 agreed to attempt to make a similar assessment for all men of 70 and over. In view of the change in emphasis in the later investigation, the form used was not identical with the earlier one, data recorded being as follows:
(a) Medical Data.-The examination was again of the "life insurance" type. Coronary disease was not, however, the subject of special inquiry (as it had been previously) and men with suggestive signs and symptoms were not referred for further investigation.
(b) Care Required.-The type and frequency of care required was noted in respect of medical care, technical nursing, basic nursing and domestic help.
(c) Emiiployment and Fitness.for Eniploynient.-The last full-time employment before age 65 and the occupation (if any) at the time of the survey were recorded. In the light of the information obtained from the history and physical examination, the doctors tried to assess each individual's fitness for employment. Patients were asked to indicate the extent of the physical and mental demands of the job they had been doing at 65, or when they last worked if they had retired before 65.
(d) Personal Data-The personal data included observations on sleep, food, drink, and smoking habits. Men were also asked to state in order of importance their three chief sources of pleasure, and their three chief complaints. It was made clear that the latter were intended to include not only specific medical complaints, but such problems as inability to sleep, loneliness, etc. respectively) were also high, but they were low for hypertension, hernia, and peptic ulcer. The other point in Table IV worth comment is the absence of a consistent age trend in the incidence of any of the common diseases, except arthritis which increased in frequency, and possibly peptic ulcer which decreased. This result is of course attributable to selective mortality from diseases such as bronchitis, hypertension, and coronary disease. IV and V (partly skilled and unskilled occupations) respectively. It is conceivable that the relationship (or absence of relationship) between the incidence of these diseases and social class might be affected by class differences in age distribution. This possibility is perhaps somewhat unlikely, in view of the absence of consistent age trends (Table IV) ; nevertheless we have examined the effect of age-standardization on the incidence of bronchitis according to social class. The effect on the percentages given in Table V is negligible. Standardization for social class also had no appreciable effect on the results in Table IV. (2) EXTENT OF DISABILITY It is of course extremely difficult to find a satisfactory basis for assessment of the presence of disability, or of degree of disability. All that we have attempted is (a) to decide whether an individual was in some appreciable degree inconvenienced (either by specific disease such as bronchitis, or by some less specific condition such as deafness, weakness, etc.), and (b) to inquire whether, if present, a disability would restrict an individual's full-time employment. It is obvious that the first of these criteria takes no account of educational or other differences, and was thus applied consistently to all social classes. The second index was graded according to the kind of work a man could be expected to do, and hence was a less severe test in Social Class I, in which there are many sedentary occupations, than in Class V, in which most occupations make heavy physical demands. The decision as to whether a man was to be regarded as disabled was made by the general practitioners after recording the history and completing the physical examination. Table VI gives the proportion of men disabled according to age. The percentage without any disability decreases from 29 3 at ages 70-74, to 6-4 at 85 and over; the percentage restricted in respect of We now inquire to what extent these class differences in the incidence of disability were attributable to specific diseases. The class differences were even more marked at ages 60-69, and we have therefore included data from the earlier inquiry in the examination. For this purpose it has been necessary to combine Classes I and II and Classes IV and V to obtain sufficiently large numbers. In Fig. 1 (opposite) it is shown that in both age groups a very large part of the class gradient was due to chronic bronchitis. This is not surprising, since bronchitis was the commonest disease, was the one associated with the highest incidence of disability, and showed a pronounced relationship to social class. No other single disease accounts for a substantial part of the gradient which remains after the effect of bronchitis is removed, the residual class differentiation being due to a large number of conditions each of which makes only a small contribution to the total.
So far we have been considering disabilities of all types. It was thought worthwhile to examine separately the incidence of the common specific disabilities, and it would probably be agreed that those listed in Table VIII .9
(at 85 and over). About two-thirds of the men described their appetites as good, and less than one in ten said it was poor. There was little change in relation to age. Table XI shows the relationship between appetite and smoking habits; the proportions with moderate and poor appetites were considerably higher in cigarette smokers than in men not smoking (for the first two rows of Table XI , -2 = 8 13; 0 01 < P < 0 02); pipe smokers were intermediate between the two, and there were too few mixed smokers to justify a confident opinion. Appetite appeared to be unrelated to marital status and drinking habits. It seems permissible to assume that all men in hospital had a disability which would restrict fulltime employment. On this assumption they are included in Fig. 2 , which gives the percentage of men with disability according to age from age 60. Data for the seventh decade were available from the previous inquiry (Brown, McKeown, and Whitfield, 1958) . The figure shows separately the proportions (a) restricted in respect of full-time employment, and (b) restricted in some lesser degree. The inclusion of men in hospital had little effect on the original percentages of men disabled which were based on men living at home.
It is not possible to estimate with a reasonable degree of accuracy the effect of exclusion of hospital patients on the incidence of disease and specific disability. It is probable that it would be larger than in the case of the correction in Fig. 2 changed from 2 1, 1 9, 6-5, and 2 I to 3 0, 29, 7 5, and 3-4 respectively. That these estimates are no more than a rough approximation is evident from the fact that we have assumed that men in chronic sick and other hospitals did not need supervision. Nevertheless they underline the obvious point that, although an assessment based on men living at home is acceptable in respect of the levels of disability shown in Fig. 2 , it understates the frequency of the disabilities referred to in Table VIII . The reason is of course that the effect of omission of the hospital population is trivial in the case of disabilities which are common and considerable in the case of disabilities which are uncommon.
Our examination of the chief pleasures and complaints of elderly men shows that "gardening" was their only common pleasure, and "poor health" (as Of the six commonest diseases-bronchitis, coronary disease, arthritis, hypertension, hernia, and peptic ulcer-the first three were associated with a high incidence of disability. Only arthritis and possibly peptic ulcer showed an increase in frequency with age (a result presumably attributable to selective mortality at earlier ages), and only bronchitis has a marked association with social class.
The data are pooled with observations from a previous survey of men in the seventh decade to show the increase after age 60 in the incidence of disability which would either (a) restrict or prohibit full-time employment, or (b) cause appreciable inconvenience but not restrict employment (see Fig. 1 ). The frequency of disability was consistently related to social class, the proportions not disabled among men over 70 being approximately one-third and one-tenth in Classes I and V respectively. A very large part of the class gradient was attributable to chronic bronchitis.
Of men over 70, about one-quarter gave "gardening" as their chief pleasure, and one-third gave "poor health"-as distinguished from specific disabilities such as deafness, poor sight, etc.-as their chief complaint.
The effect of the bias introduced in these results by exclusion of men living in hospitals or other institutions is examined.
